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How to cite this article: Bloria SD, Bloria P, Luthra A. Is it the time to standardize the procedure of ultrasound guided optic nerve sheath diameter measurement?. Saudi J Anaesth 2019;13:255-6. Sir, Ultrasound guided subclavian perivascular brachial plexus block (SPBPB) not only ensures a higher success rate but also decreases the incidence of complications such as vascular puncture and pneumothorax. Various approaches have been proposed to accomplish SPBPB. Chan et al. described the placement of the probe in coronal oblique plane in the supraclavicular fossa (parallel and immediately posterior to the clavicle) to visualize the subclavian artery and brachial plexus in the transverse sectional view. [1] It provides a stable location but only short segment of the rib is visualized (as the first rib is not straight anatomically) with the pleura close to the plexus or subclavian artery. If the tip of the needle is not accurately seen or not advanced in a controlled manner, it might accidentally cause pneumothorax. With limited visualisation of the rib, beginners are more prone to puncture the pleura. Searle et al. described a parasagittal approach with in-plane needling technique. [2] However, practically needle maneuvering is difficult in in-plane in a supine patient, and the angle of insonation might change during needle advancement, which may result in pleural injury.
In modified parasagittal approach, the probe is positioned posterior to the clavicle and perpendicular to the first rib. The angle of insonation is similar to viewing the ipsilateral great toe with 30-degree lateral tilt [ Figure 1 ].The out-of-plane needling technique in modified parasagittal approach offers easy manipulation of the needle, short travel distance and less discomfort to the awake patient. If the proper insonation angle is maintained, it will be possible to visually align the needle pathway. The needle never crosses the first rib, which is seen as a continuous hyperechoic white line [ Figure 2 ]. Thus removing the chances of puncturing the pleura, which lies just beneath the first rib. The work agronomics is better as the space parallel to the probe is much broader and easy to access. Although our technique seems to be safe and easy to perform, a randomized controlled trial with larger sample size is needed to validate its superior efficacy and reliability compared to other described techniques.
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Modified E-C technique for edentulous geriatric patients
Sir, Difficult bag and mask ventilation (BMV) may lead to serious complications which can be prevented and managed with prior anticipation. [1] Here, we report the case of an 81-year-old geriatric patient with difficult mask ventilation scheduled for microdiscectomy for L4-L5 disc prolapse. Following application of standard ASA monitoring, the patient was pre-oxygenated for 3 min and injection fentanyl 100 μg was given for intraoperative analgesia. General anesthesia was commenced by administering injection propofol 80 mg intravenously. As the patient was edentulous with no pad of fat in cheeks, gauze pieces were placed around the cheeks. BMV was started with E-C technique but there was a significant leak. Appropriate size oropharyngeal airway was inserted along with head tilt and chin lift maneuver, but we were unable to ventilate again. Then, two-hand E-C technique was used, but still there was a leak which was noticed from the sides of the nose. Hence, we modified the two-hand E-C technique by applying both thumbs to the sides of the nose instead of over the nose, and the position of the other fingers remained the same [ Figure 1 ]. With this modification, we were able to bag and mask ventilate the
